






 

 Florida Breast and Cervical Cancer Early Detection Program

Clinician Report Form

DOH-FBCCEDP July 1, 2021  

  

 

DATE OF SERVICE (mm/dd/yyyy):   

DATE OF BIRTH (mm/dd/yyyy):    

HEIGHT (in.): WEIGHT (lbs.):  

 
MAMMOGRAM STATUS (For office use only) 

 INITIAL  RESCREEN 

 SHORT-TERM FOLLOW-UP OR REPEAT EXAM 
 

 

 PRESENT CONDITIONS (Check all that apply)  

 Diabetes  Ý´·»²¬ ®»º»®®»¼ ¬± ­»®ª·½»­ 

 Pre-Diabetese  

 High Cholesterol 

 Hypertension  
 

 
  

 Daily  Referred to Quitline  

 Some days  
 

 

 Never/not at all  

No, not referred to Quitline

Declined referral 

 Declined to answer   
 

 BREAST HEALTH (Check all that apply)  

 Did client report any breast symptoms? (If so, describe below) 

  
 

 Client is high risk for breast cancer  Risk not assessed 

   

DIAGNOSTIC MAMMOGRAM (Check all required conditions that apply)  

 Cystic or solid mass 

 Bloody or serious nipple discharge 

 Nipple or areola scaliness 

 Skin dimpling or retraction 

 Other suspicious findings (please specify): 

 

 NOTE: This section requires follow-up of two negatives. 
 

 
 SCREENING MAMMOGRAM

(Please check one CBE result for a screening mammogram)  

 Normal/benign 

 Nodularity 

 Fibrocystic changes 

 

  

CERVICAL HEALTH (Check all that apply)

(Note: FBCCEDP may cover Pap tests every 3-5 years unless previous Pap was abnormal.) 

   Risk not assessed 

 PAP test performed 

 HPV test performed 

 Pelvic exam performed 

 

If findings were abnormal, comment below.  

 

 

CLINICIAN NAME:         SIGNATURE:  

FOR OFFICE USE ONLY 
Client Assigned ID# or Pseudo SS#:  

 

 
TOBACCO USE
(Includes vaping, e-cigarettes and similar products) (Check all that apply)

LAST NAME: FIRST NAME: MIDDLE NAME: MAIDEN NAME:

Client is highrisk for cervical cancer

Clinical Breast Exam (CBE) completed

1. CLIENT INFORMATION (Please complete each section of this form.)

2. HEALTH HISTORY ASSESSMENT

Orange









 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Client Name: ___________________________ Date of Birth: _________________  ID#__________________ 
 
 

1. Do you have Medicaid?     YES     NO       OR   Do you have Medicare?     YES     NO 

 
2. Do you have any form of health insurance?    YES     NO     Name of insurance _______________________________ 

 
3. Number of people in your Household. __________   (include yourself, spouse or civil union partner, and dependent children)  

 
4. Net Household Income (After Taxes):  $____________ Month   OR   $____________ Year    
 
 

 
 
 

 

 

 

 

 

 

 
 
 
 

 

 
If you have any questions Please call the regional coordinator at ________________________________ between 
8:00 a.m. and 5:00 p.m., Monday through Friday. We will make every effort to return your call in a timely manner. 
 

I further understand that all my screening and diagnostic procedures must be completed within 60 days or payment for 

these services CANNOT be guaranteed.  

 

  

Family 
Size 

2021 
 DOH Scale 

Monthly Income 

2021 
 DOH Scale  

Yearly Income 
 

1 $2,146.58 $25,759.00 

2 $2,903.25 $34,839.00 

3 $3,659.91 $43,919.00 

4 $4,416.58 $52,999.00 

5 $5,173.25 $62,079.00 

6 $5,929.91 $71,159.00 

7 $6,686.58 $80,239.00 

8 $7,443.25 $89,319.00 

9 $8,199.91 $98,399.00 

10 $8,956.58 $107,479.00 

I certify that the above information is correct to the best of my 

knowledge and belief.  I give my consent to the Department of 

Health to make inquiry and verify the information.  I understand that 

I may be prosecuted under state law, if I have deliberately supplied 

the wrong information. 

 

NOTE: 
 

If I obtain health insurance coverage, while under the FBCCEDP, it is 

my responsibility to notify the REGIONAL FBCCEDP office as soon as 

possible.   
 

Signature        

Date          

 

 

 

Florida Breast and Cervical Cancer 
Early Detection Program 

(FBCCEDP) 
 
 

FINANCIAL ELIGIBILITY 

  DOH-FBCCEDP July 1, 2021
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